Abstract Cervicocerebral arterial dissection is an important cause of stroke in young adults; the onset is often characterised by severe occipital headache, followed by nausea, vomiting and vertigo, mimicking a migraine attack. We describe herewith a case of vertebral arterial dissection with cerebellar infarction, which started with a posterior headache and neurovegetative symptoms, without other signs. Recommendations for recognition of similar cases, potentially dangerous and treatable, are discussed.
Introduction
Cervicocerebral arterial dissections (CAD) are an important cause of strokes in young adults, accounting for nearly 20% of strokes in patients under 45-years-old; vertebral artery (VA) dissections account for about 15% of all CAD [1] . The aetiopathogenesis is not completely understood, though neck trauma, whiplash, infections and underlying arteriopathy are considered important [2]. Severe posterior headache and neurovegetative symptoms with nausea and vomiting, mimicking a migraine attack, are the more frequent manifestations [3] . An early clinical diagnosis is mandatory to start proper treatment and achieve the best possible outcome.
Case report
A 55-year-old man with a previous history of bone neoplasm 12 years earlier, surgically treated, presented with a sudden onset, one day before, of posterior headache with neck pain, without any effort or neck trauma, followed by dizziness, vertigo and nausea. Neurological examination on admission was poor, with only mild dysmetria.
A CT scan, performed in the Emergency Department, showed an infarction of the right cerebellar hemisphere. Afterwards emergency MR angiography revealed right VA dissection and occlusion of the right posterior inferior cerebellar artery (PICA). Administration of antithrombotic agents (heparin first, followed by dicumarolics) was immediately started, with a rapid recovery.
A few days after discharge, the patient presented with an acute episode of objective vertigo with nystagmus, which disappeared a few hours later, after flunarizine treatment. A CT scan was negative for new lesions.
Discussion
Headache or facial or neck pain attributed to CAD is a secondary headache described in chapter 6 of the 2004 IHS Classification of vascular disorders [4] .
Headache or neck pain are often the only manifestation of CAD; it is by far the most frequent symptom and often the inaugural one. The characteristics of this headache can be very misleading, mimicking other primary headaches, such as migraine, primary thunderclap headache, or other secondary ones, such as post-traumatic headache (if a neck trauma history or whiplash is present) or subarachnoid haemorrhage. Therefore, an accurate neurological examination is mandatory, particularly in young adults, in order to search for symptoms or local signs of cerebral stroke; MRI/MRA and CT angiography are useful non-invasive diagnostic tests, necessary for an early diagnosis. The accepted management of spontaneous CAD with cerebral infarction and no subarachnoid haemorrhage consists of anticoagulant therapy [3] , although controlled studies to show its effectiveness are lacking. In some cases of recurrent thromboembolism despite maximal anticoagulation therapy, surgical treatment can be suggested [5] . However there still remains an open question as to how therapy should proceed in the long term; further studies are necessary, even though the literature data show that recurrences are rare in CAD.
